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Abstract 
In 2001, the Irish government published a reforming policy intended to modernise and 
expand the delivery of primary care in Ireland. Fifteen years later, the Irish health system 
remains beset by problems indicative of a fragmented and underdeveloped primary care 
system. This case study examines the formation and implementation of the 2001 primary care 
policy and identifies key risk categories within the policymaking process itself that inhibited 
the timely achievement of policy objectives. Our methodology includes a directed content 
analysis of the policy formation and implementation documents and the influencing academic 
literature, as well as semi-structured interviews with key personnel involved in the process. 
We identify three broad risk categories - power, resources and capability - within the 
policymaking process that strongly influenced policy formation and implementation. We 
additionally show that the disjoint between policy formation and policy implementation was a 
contested issue among those involved in the policy process and provided space for these risks 
to critically undermine Ireland’s primary care policy.  
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1. Introduction 
In common with developments in other European countries and internationally, Ireland has 
attempted to reform its primary care infrastructure in recent years. Ireland’s foundational 
policy document on primary care reform, entitled Primary Care: A New Direction, was 
published in 2001 [1]. A key motivation for the new policy was the recognition that (i) 
existing primary care infrastructure was poorly developed, (ii) services were fragmented with 
little teamwork, and (iii) secondary care was providing many services that were more 
appropriate to primary care [1]. The policy was introduced as part of a new over-arching 
health policy for Ireland [2] which committed to improving equity of access to health services 
and creating a more ‘people-centred’ high quality system of delivery.  
 
To address the above issues the new policy proposed making primary care the central focus 
of the health system and main point of entry to all health and personal social services. An 
inter-disciplinary primary care team (PCT) was identified as the core health service unit that 
would be tasked with meeting the health and social care needs of a specific population. The 
plan also proposed the establishment of wider primary care networks of other health 
professionals to support a number of core PCTs in given areas. It was envisaged that 
approximately 600-1000 PCTs would be required nationally, with a goal of achieving two-
thirds of implementation (400-600 PCTs) by 2011 [1]. Unfortunately, progress to date in 
rolling out the Government’s primary care strategy has been very slow with most of the 
original targets missed and the Irish health system is still beset by issues that stem in part 
from a fragmented primary care infrastructure.   
 
This paper examines the processes that framed the formation and implementation of the 2001 
primary care policy and the degree to which risks to policy failure were addressed. Ireland 
experienced unprecedented political stability and strong economic growth for seven years 
following the publication of the primary care policy. The failure to meet the targets set out in 
the original policy provides a strong motivation to assess potential ‘process failure’ risks, 
within the policy making system. Our methodology incorporates a directed content analysis 
of all of the Government documentation related to the formation and implementation of the 
policy as well as semi-structured interviews with key participants in the policy making 
process. We find that there was a considerable disjoint between policy formation and 
implementation and we identify three broad risk categories - power, resources and capability 
- within the policymaking process that strongly influenced its development.  
 Our research addresses an often overlooked area of health policy research [3,4], particularly 
in an Irish context, where MacCarthaigh notes that “we do not know enough about the Irish 
policy-making process as there has been little if any fundamental research conducted” [5].  
The primary care initiative is an ideal subject matter as it stands as a distinctive and 
reforming policy in recent Irish political history and in the provision of health care services.  
The paper is structured as follows: the next section provides a brief overview of the 
international literature on primary health care as well as some of the recent Irish literature on 
primary care and health policy in general. Section 3 outlines the key objectives and targets of 
the 2001 primary care policy initiative in Ireland, the progress in implementing the policy and 
meeting the 2011 targets, and some of the key issues that confounded the policy’s 
implementation. Section 4 describes our methodology which incorporates a directed content 
analysis of published and unpublished policy-related documents, along with semi-structured 
interviews with key members of the policy implementation steering group. Section 5 provides 
a detailed discussion of our findings and section 6 concludes. 
 
2. Literature review 
It is now well recognised internationally that strong primary health care systems are 
imperative if countries are to deal with the pressure arising from continuous demographic and 
socio-economic changes. There is a considerable body of evidence that shows that countries 
with strong primary care systems generally have healthier populations, more equitable access 
to health services, and lower overall costs for health care [6,7,8]. The positive evidence in 
relation to primary care reform and improved equity in health is particularly relevant to the 
subject of this study where the radical reform of primary care services was central to the goal 
of reducing health inequalities that underpinned the Government’s overarching health 
strategy introduced in 2001.  
 
Despite the strong evidence in favour of primary care reform and calls by bodies such as the 
WHO for countries to strengthen primary care systems [9], the development, organisation and 
strength of primary care systems to date varies widely across countries [10,11,12]. 
Historically in most countries in Europe, GPs have remained the gatekeepers to further 
specialised care and secondary care and this remains the case in many national health systems 
today. In recent years, however, a considerable number of countries have moved to integrate 
specialised nursing and additional professions with GP services to form more comprehensive 
and coordinated primary care teams in the community. The content and extent of primary 
care reform policies across European countries differs substantially as a result of the 
historical development and institutional structure of each country’s health care system 
[12,13]. In addition, macroeconomic conditions, as well as labour and social policies in each 
country, can also enhance or diminish the effectiveness of a primary care reform policy.    
 
In terms of the Irish literature, much has been written on the broader developments in Irish 
health policy and services, particularly since the economic crisis of 2008 which has had a 
severe impact on the provision of health services (14,15,16,17,18). There have also been 
numerous policy studies that focus on narrower aspects of the health service in Ireland. For 
example, McHugh et al. conducted an analysis of the policy-making process related to 
diabetes care [19], while May et al. conduct a detailed analysis of palliative care policy 
reform since 2001 [20]. The latter paper adopts a similar approach to our own in that the 
authors perform a content analysis of all relevant policy and service documents developed at 
a national and regional level, as well as relevant academic articles on palliative care in 
Ireland. The authors found that policy goals could not be realised largely as a result of a 
shortfall in committed resources, a finding that resonates with our own results which are 
discussed later.  
 
With regard to primary care reform in Ireland, while there have been a number of reports by 
government bodies and other groups such as the Irish College of General Practitioners on the 
experience with reform since 2001, the policy has received very little attention in the 
academic literature. O’Sullivan et al. conducted a review of peer-reviewed publications and 
the grey literature related to PCTs, the primary care reform process and interdisciplinary 
working in PCTs over the period 2001-2012 [21]. The authors found that there was a lack of 
comprehensive research in relation to PCTs in Ireland and noted that it would be valuable to 
conduct “a major theoretically informed analysis of the implementation journey of primary 
care teams in Ireland” [21]. Our paper addresses this critical issue and makes a significant 
contribution to the Irish and international literature where, to the best of our knowledge, our 
paper is the first in-depth case study of how risks to policy failure were addressed in the 
policy formation and implementation process for primary care services in any country. The 
next section describes the 2001 primary care reform policy in more detail and outlines the 
implementation of the plan up until 2011 (a key implementation milestone year within the 
policy and also when a new Government was elected and introduced major health policy 
reforms). 
 
3. Primary care reform in Ireland 
The core operational element of the 2001 primary care reform policy was the planned 
creation of inter-disciplinary PCTs that integrated GPs with nurses/midwives, health care 
assistants, home helps, physiotherapists, occupational therapists, social workers and 
administrative personnel. These PCTs would be supported by wider primary care networks 
including professionals such as psychologists, speech and language therapists, dieticians, 
dentists, chiropodists, pharmacists and community welfare officers [1]. The plan assumed 
that approximately 600-1000 PCTs would be required nationally over the long-term (based 
on a 3.8 million population). Initially, the model was to be implemented on a phased basis 
through a small number of pilot implementation projects but with the expectation that by 
2011, two-thirds of full implementation would be achieved. Specifically it was expected that 
between 400 and 600 fully functioning primary care teams with wider providers’ networks 
would be operational by 2011. The target number of PCTs to be established was revised a 
number of times after 2001 as the size of both the target population groups for each PCT 
were changed and Ireland’s overall population grew. By 2010 the target number of PCTs was 
527 [22].  
 
Evaluating the success of primary care implementation in Ireland is complex as the stated 
policy goals were inevitably affected by demographic and economic trends over the planned 
period of implementation. Demographically, Ireland experienced rapid growth in its 
population from the mid-1990s onwards, driven by significant net immigration up until 2009 
and one of the highest fertility rates in the EU [14]. On the macroeconomic side, Exchequer 
finances benefited considerably from significant economic growth as a result of a major 
property bubble that began in 2003 but subsequently collapsed with the onset of the global 
financial crisis in 2008. This precipitated a major economic crisis which required a bailout 
from the so called ‘troika’ (ECB, EC and IMF) in 2010 and a significant programme of 
austerity that led to severe cuts across all public services (particularly in health) and 
drastically curtailed any additional investment.  
 
Notwithstanding the above issues, the progress by 2011 in achieving the stated objectives and 
targets of the 2001 primary care policy was disappointing. By September 2008, just 81 PCTs 
were reported as functioning and holding clinical team meetings [23]. By the end of 2009, 
222 PCTs had been established but only 112 of these were holding clinical team meetings 
[24]. By the end of 2011, 425 PCTs were in operation and described as being at “various 
stages of maturity and development” [25]. However, there is evidence to suggest that primary 
care services at that point were fragmented with a high proportion of GPs working within 
primary care teams stating that the teams were not working successfully. For example, in a 
survey of Irish GPs in 2010, just 36% of GPs indicated that their practice was functioning as 
part of a PCT [26]. However, the same survey also showed that only a small percentage of 
practices included other types of health care providers besides a practice nurse and that only 
44% of respondents indicated that they believed PCTs would enhance their ability to deliver 
chronic disease management within their practice. A subsequent survey undertaken by the 
Irish College of General Practitioners (ICGP) in October 2011 revealed that 46.1% of those 
surveyed were participating in a PCT, however, the majority of this number (64.6%) reported 
that theirs was a poorly functioning team [27].   Moreover, the vast majority of the PCTs that 
had been established by the end of 2011 were ‘virtual’ teams with no shared physical 
infrastructure.   
 
Notwithstanding the impact of the economic crisis which led to severe cuts in government 
health-related expenditure, the poor implementation of primary care reform in Ireland 
outlined above raises questions around possible failures in the policymaking and 
implementation process and whether some of the risks to successful reform could have been 
identified and addressed at an earlier stage. It is this aspect of the reform process that 
commands the focus of this paper and the next section presents our methodology.   
 
4. Methodology 
Our methodological approach centres on a directed content analysis of the main Government 
documents and reports that informed policy formation and implementation along with semi-
structured interviews with key participants in the policy making process. Within the health 
policy literature, directed content analysis has been successfully applied by numerous authors 
that have examined elements of the policy formation and implementation process over the 
years [20,28]. Our approach is best understood in three interconnecting steps illustrated in 
figure 1.  
 
Insert figure 1 around here 
 The first step in our methodology involved collecting the relevant documentation used by the 
Government in the formation of the 2001 policy. Following a freedom of information request, 
the Department of An Taoiseach (Head of Government) supplied the two documents that 
were used by the most senior government policymakers as part of the formal Government 
decision-making processes. These documents consisted of a three page Summary of 
Memorandum for Government – National Health Strategy and a two page document entitled 
Aide Memoire for the Government – Re: Preparation of New Health Strategy. This 
represented the entirety of the documentation which was found by the Department as being 
available to the most senior government policymakers at that time for consideration as part of 
the formal Government decision-making processes.  
 
The Department of Health identified two documents which were specifically considered by 
the Department to have been foundational to developing the policy. The first of these 
documents, entitled Primary care - A summary of the evidence for change, was a short 
document (13 pages) that included extensive references to 44 published peer-reviewed 
research papers in the area of primary care. The second document, entitled International 
models of team based primary care, was similarly brief (9 pages) and sets out the 
development of primary care capabilities in other jurisdictions. Using these policy forming 
documents as well as the extensive academic literature cited in those documents we carried 
out a directed content analysis which led to the identification of a set of a priori themes 
related to risk (see table A1 in appendix). 
 
The second step in our methodology involved undertaking a further detailed content analysis 
of the documentation analysed in the previous step along with published and unpublished 
documents relating to the implementation of the 2001 policy using the a priori themes 
developed previously as a guide. Documents from the policy implementation stage were 
provided by the Department of Health and Children and came in various forms including; 
minutes of meetings, correspondence, position papers, progress reports, meeting agendas, etc. 
These were in many instances, voluminous in nature and largely uncategorised and required a 
filtering activity which resulted in the selection of only those documents which were relevant 
to the research. Most of the documentation related to the 2001-2005 period before the 
responsibility for implementation was transferred to the Health Service Exeuctive (created in 
2005). We also sourced and included other material related to the implementation phase 
including testimony to parliamentary committees on health, as well as speeches by those 
involved in the policy implementation process. 
 
A content analysis of the above documentation allowed us to further refine our a priori 
themes into a set of codes that highlighted issues that were expected to emerge (formation) or 
emerged (implementation) during the 2001 policy process. The iterative approach that was 
followed during this phase of analysis, which is similar to that described by Krippendorff, 
involved coding the documentation initially using a descriptive approach to indicate what was 
transpiring in the narrative [29]. This was then refined and amended through the use of 
memos, annotations and constant revision to create focused codes which reflected themes 
which were supported by the data (see table A2 in appendix for a list of the refined codes).  
 
The third step in our methodology involved semi-structured interviews with high-level 
participants in the policy formation and implementation process. Our interview sampling plan 
was designed to maximize the diversity of the sample around the location of interviewees 
within the policymaking process (either in formation, implementation or both) as well as their 
representative group (political, health, administration). A detailed description of the key roles 
played by each interviewee in the policy formation and implementation process is contained 
in Table 1.  
 
The interviews involved a combination of open-ended questions and targeted questions 
guided by the codes that were generated in the previous steps. The interviews lasted between 
twenty-one minutes and fifty-seven minutes, depending on the time available to the 
interviewee and the amount of information that the interviewee wished to share during the 
interview. All of the interviews took place in 2013, with the exception of one which took 
place in 2015. This raises an obvious possible concern over the fact that more than a decade 
had passed since the primary care policy had been developed and the interviewees’ 
recollection and interpretation of events could have altered in the interim. However, when 
questioned about this issue none of the interviewees found the passage of time to be a serious 
impediment to their recollection of the topics which the interviews explored. Moreover, in 
triangulating the data gathered during the interviews with that obtained from the documentary 
sources there were very good levels of agreement, indicating that the passage of time had not 
diminished the interviewees’ recall of events. 
 
Insert table 1 around here 
 
The final phase of the analysis consisted of a content analysis of the output from the semi-
structured interviews. Using an iterative process the data from the interviews was combined 
with that from the documentation to yield a set of broad risk categories that provided the 
strongest fit to both the documentary evidence and the experiences of those involved in the 
formation and implementation of the primary care policy. The next section presents and 
discusses our overall findings.  
 
5. Results and discussion 
Parsing the themes emerging from our documentary and interview analysis we identified 
three closely connected core risk categories within the policymaking process. These 
categories are power, capability and resources. We discuss each of these categories in turn 
using some of the evidence that emerged from interviews as a means of illustration. To 
preserve anonymity, interviewees have been assigned a random number between 1 and 7 and 
responses are labelled accordingly.  
 
Those charged with overseeing and reporting on the implementation of the policy reveal that 
power was systematically contested or dissolved during the course of policymaking, as 
exemplified in the following statement: 
 
It’s a somewhat nebulous, slightly mysterious process. Obviously things happen, 
things get decided and things get done but you would always be hard pressed to 
identify a clear chain of decisions and actions that have flown from a particular 
policy (Interviewee #4) 
 
In relation to power, interviewees repeatedly and consistently referred to political will and 
motivation, making comments such as: 
 
international research would say that a good, robust primary care system will deliver 
better outcomes into the future. But you have to make sure the political will is there to 
be able to do it. (Interviewee #5) 
 
The power of political actors relating to the position of GPs emerged as significant risks: 
   
I don’t honestly believe that the primary care strategy…had the political support that 
is necessary to bring about the level of change envisaged, that political support is 
not…necessarily in terms of financing, but it is also necessary in terms of tackling 
some holy grails (referring to the position of GPs) (Interviewee #3) 
 
It is clear from the evidence that the issue of power significantly affected policy 
implementation. This is because successful implementation required political support and 
empowerment for those charged with realising the policy objectives. 
 
The capability of the policymaking system to create effective structures through which the 
policy could move to successful implementation process was particularly important: 
  
“the pilot sites created an expectation that wasn’t delivered on” (Interviewee #5) 
 
initially the department had a year or two in terms of the roll out. With the best will in 
the world the department didn’t have operational capacity. It had an analytical 
capacity, strategic development capacity but not an operational capacity in so far as 
itself it couldn’t do the work. It could do the frameworks and what resources could be 
made available to the health boards and so on like that or the various primary care 
teams. It could do the overall, sort of saying OK we’ll do twelve centres this year kind 
of thing but operationally on the ground it had to be implemented by… the HSE. 
(Interviewee #6) 
 
This latter statement is reflective of one of the main findings from this research, which is that 
policy formation and policy implementation were seen and operated as two distinct 
processes. Risks to successful policy implementation were not successfully considered and 
addressed when forming the policy and importantly the structures or tools that were in place 
to address, manage or overcome risks when they did arise were inadequate. When risks to the 
policy did arise, then they were addressed by those charged with the implementation, with 
little documentary evidence of an integrated approach to risk management using a specific, 
focused plan of action for addressing the risks.   
 
Resources emerged as the third core risk category within the policymaking process. The lack 
of clarity around the additional resources required to implement the primary care policy 
created a destabilising effect within the policymaking process, this is captured by a key 
policymaker observing that:    
 
I think the issue at the time was the implementation. …is it implementable, and the 
biggest factor there was cost, for us anyway, that’s the big risk we saw, if you’d even 
call it a risk. We saw it as more of a challenge. (Interviewee #1) 
 
When the policy did move to the implementation phase, this uncertainty critically 
undermined the confidence of those participating in the policymaking process and motivated 
them to move to defensive positions rather than work to pursue a policy they acknowledged 
to be a good one:  
 
the Minister for Finance of the time, quite clearly through his PR machine made it 
known that (the) level of funding was not going to be found or allocated over the 
required number of years, and therefore, the strategies will have to wait and be 
implemented in a slower pace or incrementally or whatever. So when that political 
statement was made, I think many of us felt that the Minister for Health was severely 
curtailed or compromised or limited by what could have been done (Interviewee #3) 
 
The recognition that risks around resources and capability were not addressed during policy 
formation but were dealt with in the politically fraught implementation phase is again 
recognised in the following comment:  
 
What happened between 2001, when the primary care strategy was launched, and 
2005 believe it or not, nearly 4 years, was that the department literally put it in cold 
storage outside the door, and yet wanted us to commit to implementation groups and 
working parties to implement the primary care strategy. But it was a very unequal 
sort of an input into policy. (Interviewee #7) 
 
It is useful to note that, the fundamental policy objectives were supported universally by 
those engaged within the policymaking process. However the clear articulation of the risks to 
successful implementation within the early phases of policy development is consistently 
acknowledged by all interviewees and captured in this comment: 
   
the failure to roll out the strategy reflects weakness in the original strategy document, 
the high ratio of rhetoric and aspiration to practical, relevant detail focused on the 
everyday reality of primary care in Ireland. (Interviewee #4) 
 
The overarching health care policy was presented as a values-based approach to health care 
provision as signalled in the Minister of Health’s opening statement to the overarching health 
strategy document published in 2001: “Our health care system must reflect our national 
values: our concerns for equity, our commitment to diversity, our determination to end 
poverty and disadvantage” [2]. In common with the experience internationally, the concept of 
equity imbued in health policymaking is matched by poor definitional precision as to what 
equity means and is supported by Smith’s observation that, “it is difficult to identify the 
overall equity principle underpinning Irish health care policy” [31]. The unsuccessful 
definition and communication of the meaning of equity in relation to health care was 
subsequently identified as one of the barriers to the successful implementation of the 2001 
strategy [32,33,34,35].  
 
It should be noted that successfully framing and delivering health equity on to the policy 
agenda is not a uniquely Irish challenge [4]. Our findings provide a deeper insight into the 
policymaking process and identify the absence of a strong connection between policy 
formation and policy implementation as a critical risk. While the aspirational and somewhat 
vague language adopted early within the policy forming phase can be understood as an 
approach to create impetus for policy adoption, it can critically undermine later 
implementation. This is neatly captured in the following contrasting observations;  
 
the realpolitik of our health care system and so on wasn’t addressed, and the 
realpolitik of financing wasn’t addressed (Interviewee #3) 
 
and the acknowledgement from the policy forming phase that:  
 
we didn’t see risks in it [the primary care model] other than the cost issue …, how do 
we finance this in future, what model do you develop to finance it? There were risks in 
terms of the financial model, there were risks in terms of … can we optimally fund the 
bells and whistles? (Interviewee #1) 
 
6. Conclusions 
Primary care reform in Ireland was framed as a policy that would affirm the nation’s 
commitment to equity and reducing socio-economic disadvantage. Those tasked with steering 
the implementation of a major component of the policy universally accepted the potentially 
positive impact of a health system founded on strong primary care. Despite this we find that 
the structure of the policymaking process itself was a significant contributing factor to policy 
failure, thus bridging a gap in the health policy literature and extending the findings of 
Kringos [36] and Kringos et al. [10,11] into the factors constraining the development of 
optimal primary care systems. 
 
Our analysis shows the important role of the Steering Group at the juncture between policy 
formation (the point where primary care was approved by Cabinet) and policy 
implementation. The group members’ experiences captured in the interview data resonate 
with Exworthy’s observation that the distinction between policy “formulation and 
implementation is rarely clear-cut” [3]. In the case of the 2001 primary care policy this 
emerges as a weakness within the policymaking process itself. As one interviewee noted, the 
requirement was for the Primary Care Task Force to “develop the policy” as it went about its 
work because “a whole range of operational, practical questions arose”. This created the 
space for stakeholders to attend to the requirements of their respective constituencies, rather 
than facilitate and lead a well-defined path towards implementation. This overarching finding 
suggests the need for a much stronger evaluation of risks within the policy formation phase 
and a need to develop ex-ante a set of clear resolution mechanisms for the specific risk 
categories of resources, capability and power.  
 
Our findings also support and extend May et al.’s recommendation that ‘priority is given to 
feasibility and evidence in compiling a plan’ [20]. Our evidence shows that ‘feasibility’ in the 
form of resources was not considered when the primary care policy was being developed. 
One recommendation to address this issue would be that senior representation from the 
Department of Finance be involved at both the policy formation and implementation stages 
for major policy initiatives so that the key risk categories of resources and power can be 
somewhat mitigated.         Within the capability category, the interview data points to the role 
of civil servants in planning and moderating of the policy development process. Their activity 
in managing information flow and maintaining momentum of a policy’s evolution is not 
explored in detail in this paper and is worthy of future study. 
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